In the 1930s in Britain, industrial medicine was a clinical discipline, the main purposes of which were to diagnose disability in applicants for work, to identify industrial disease in the dangerous trades, and to provide first aid treatment for those injured or taken sick in the workplace. Following rapid developments in epidemiology and occupational hygiene and with more emphasis on "group health" and less on "individual care", occupational medicine has tended to become less ofa clinical discipline; yet clinical skills are needed to assess fitness for work, to identify adverse effects of work, and to undertake consultations on a variety of health problems. Although care of the individual worker is a major task, an occupational health service has a responsibility for the health ofthe workforce as a whole, using epidemiology to plan and administer health care, to identify and control work related disorders, and to promote health by identifying positive factors in the organisation that induce a sense of well being; and by health screening and education programmes. Academic occupational health should not lose its identity as a clinical discipline in any merger with environmental health. Medical skills are needed to assess fitness for work and to identify human responses to adverse factors in the environment and to evaluate control measures.
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The title would be appropriate for a discourse on the Irish Faculty of Occupational Medicine, which ignores the north and south divide and is so obviously for one and all. This is not to be my subject. Nor 17 November 1990. prehensive mediocrity adds up to nothing beyond mediocrity,"2 applies to health services in workplaces. Less than half the British workforce has access to occupational health services, and many of those that exist are restricted and below standard because staff have not been professionally trained.3 I have no figures for Ireland, but have seen first hand a highly selected sample of two services that, as expected, were of exemplary quality. One was Smiley's service in a Belfast rope works and the other in a Kilkenny factory that had been set up by Ian Eustace, an old student from the London School of Hygiene. My subject is quality ofservice, which befits the memory of James Smiley whose professional standards were second to none. Two essentials for high quality are professional competence and the right content (what the service does to protect and promote health). On the first, there would be unanimous agreement-namely, that the service must have a competent, professionally trained, and caring staff. Thirty years ago, Jim Smiley wrote, "Occupational medicine beckons to it technically good doctors, generous in their sympathies, liberal in their sentiments, humble in their ignorance, adventurous in their seeking, and courageous when, as sometimes happens, they are misunderstood by those whom they serve." 4 Occupational physicians, enlightened employers, and trade unionists will agree that the aim of an occupational health service is to protect and promote the health of people at work and not to serve narrow managerial or union interests. There will, however, be divergent views on how best to achieve these objectives. In particular there will be disagreement on the role of medicine in the workplace and its relation to other health services. I see less reason for conflict about occupational hygiene, the other major discipline in occupational health. It is primarily concerned with the evaluation and control of environmental agents affecting people's health. Unlike some of its protagonists, I do not see it as an alternative to occupational medicine. It is the combination of the two disciplines that is essential for preventing injury and disease and promoting health among working people.
Fifty years ago industrial medical officers had no special training in the preventive aspects of occupational medicine. They used clinical skills to diagnose disease in applicants for work, to treat those llc Prior Bolton Street, London Ni 2NX R S F Schilling injured or taken sick at work, and to examine people employed in dangerous occupations. With the rapid developments that have taken place in epidemiology and occupational hygiene and with more emphasis on "group health" and less on "individual care", has occupational medicine declined as a clinical discipline? How much should it be for one (the individual worker) and how much for all (the group)?
Individual care An important objective of medical practice is to diagnose and treat illness and injury. Prevention is accepted as important but is often seen as an administrative task, requiring few clinical skills.' This is not so in occupational medicine. Its primary aim is preventive, but the occupational physician and nurse use their clinical skills in their interaction with individual workers (1) to assess fitness for work, (2) for surveillance of persons exposed to occupational hazards or whose health may adversely affect the health and safety of others, and (3) to treat injury and illness occurring at work and to be available for consultation about health problems.
FITNESS FOR WORK
The purpose ofthe pre-employment examination has changed and factors to be considered in fitness have changed because more is known about the physical and psychological demands of jobs. When I began my career as an industrial medical officer in the mid1930s, applicants for work found to have disabling disease of a minor order were rejected without regard to the demands oftheir job. As a young doctor used to seeing patients who were ill, examining hundreds of mostly healthy people was boring. It seemed bad medicine to deprive them unnecessarily ofthe opportunity to work. War, with its insatiable demands for manpower, changed the purpose of these examinations from detecting unfitness to assessing ability for work. Industry had to employ the less able to meet manpower shortages that followed an urgent demand for increased production and the call up offit men and women to the armed services.
Wartime experience led to changes not only in the aim but also in the method of pre-employment screening. Usually the first step in screening is the questionnaire.6 When there is doubt about an applicant's fitness, he or she can be referred to the occupational physician for fuller investigation, thus avoiding unnecessary clinical examinations.
HEALTH SURVEILLANCE FOR EFFECTS OF HAZARDS

Pre-employment
For people to be employed in jobs with special health risks, the aim of screening is to identify those likely to be vulnerable to particular kinds of exposure or who have established disease that could be aggravated by work. This screening is not simply a routine procedure to be delegated to nurses and technical assistants, although they play an important part in any programme. The skills of the physician are needed in the design of the programme and in deciding on the fitness of the individual worker, bearing in mind that they should not be excluded unnecessarily from exposure to a potential hazard. Tests used for screening have to meet certain criteria. They should be acceptable to workers and reproducible, which means standardising questionnaires and test methods. Their predictive value for development of disease has to be assessed before they are used routinely. For example, whereas skin test atopy is related to the development of occupational asthma from exposure to laboratory animals, it has a poor predictive value and is not useful as a preemployment screening test.7 Similarly the predictive value of liver function tests for monitoring exposure to hepatic toxins is limited.6
In employment In follow up examinations, tests for chemical and biological indicators of exposure, such as blood lead concentrations and lung function, make it possible to identify early adverse effects. This can lead to better environmental control and personal protection or, as a last resort, removal from exposure. A well designed health surveillance programme, based on the clinical records of workers and tests for pre-clinical evidence of exposure, can make an important contribution to preventing work related disease. A notable success was the elimination of lead poisoning by Professor Ronald Lane in a group of factories manufacturing lead batteries.8 It was achieved by a combination of environmental control and medical surveillance, and by making the person understand the danger of his work. This demanded clinical expertise and patience in educating management and workers in their responsibilities.
EFFECTS OF HEALTH ON WORK
Surveillance at first employment and subsequently after illness or injury is important for those whose disabilities may adversely influence the health and safety of fellow workers and the community. Exam Consultations may also bring to light illnesses that are not related to work and offer opportunities for personal counselling on social and emotional problems and health education. Occupational physicians who make themselves available for consultations (I sense this is becoming less common) enhance the value of the service and gain the confidence and support of management and work people. Records of individual care provide data that can be used to improve the effectiveness of the service by the process of clinical audit.
Care of the working population Although care ofthe individual worker is a major task of an occupational health service, it has responsibilities for improving the health of the workforce as a whole by identifying poor health and its causes, adopting and evaluating preventive measures, and auditing the quality of the service. This has to be done by epidemiology, which has three main uses: (1) in the planning and administration of health care, (2) in the identification and control of work related disorders, and (3) in the promotion of health.'0 Occupational epidemiology tends to be regarded as the discipline of academics who exploit mortality and morbidity data routinely collected by others and who undertake special surveys An occupational health service has to declare its tality excess from CHD among exposed workers was eliminated (fig 1) . This preventive action, based on environmental control and clinical appraisal of individual workers with the aid of epidemiology, saved an estimated 40 lives'5 and led to a reduction of the occupational exposure limit for CS2 from 20 to 10 ppm.
Much debate goes on about the causal connection between stress and CHD. If a connection exists, can it be due to the lifestyle of stressed people? There is increasing evidence that adverse psychosocial conditions at work are risk factors for cardiovascular illness. 16 A study of a group of women clerks, monitored for CHD over 10 years, showed that the combined effects of highly demanding work and lack of clarity from their supervisors were a powerful predictor of CHD (SG Haynes, Monterey, California, USA, 1985) . Trends in Britain between 1970 and 1983 show an absolute increase in mortality from CHD among manual workers (fig 2) .'7 Similarly in Sweden, mortality from cardiovascular diseases increased between 1961 and 1986 among manual workers in industry but declined among the professional and administrative classes (fig 3) . 8 There is evidence from Sweden'7 that whereas smoking plays an important part in this class difference, work conditions characterised by high demand, monotony, and low levels of CORONARY HEART DISEASE AND WORK Risk factors associated with lifestyle probably account for much of the CHD occurring among workpeople. There are, however, other factors more directly related to work. Lack of exercise is not just a lifestyle issue. A classic observation by Jerry Morris showed that conductors on double decker buses had less CHD than drivers.'2 Toxic environmental agents have been associated, with varying degrees of confidence, with heart disease (table 2). Well documented evidence indicates that carbon disulphide, carbon monoxide, and nitrates are risk factors for CHD. '3 Independent studies of viscose rayon workers in Britain and Finland indicated that exposure to carbon disulphide (CS2) had a significant effect on mortality from CHD.l4 '5 In the Finnish factory, where concentrations of CS2 were reduced by a factor of four and operatives with evidence of coronary insufficiency were removed from exposure, the mor- Hygiene, following closure of the Institute of Occupational Health, at least for the time being until wise counsel prevails and restores occupational medicine as a vital component of its teaching and research. Promoting occupational and environmental health in its broadest sense has to depend on medical skills to assess fitness for work and to identify human response to adverse factors in the environment and to evaluate measures for their control.
Conclusion
I am deeply honoured to have been invited to give this lecture and to become an Honorary Fellow of your Faculty. It was a great privilege to have Jim Smiley as a friend and a colleague. He was always a source of inspiration through his absolute integrity and his compassion. He was one of the very few ofour generation who had the inclination to sit back and think of the significance of his work and its contribution to the health and happiness of the industrial community. I am encouraged by his own words, which are relevant to the subject I chose for this lecture:
"There is a separation if not quite a divorce of clinical medicine from social medicine to-day. It may be that those of us who accept clinical responsibilities (as perforce to some extent we must) and at the same time have the maintenance of the health and welfare of the industrial population while at work, as our duty, will be agents in their reconciliation."4 I thank the Faculty of Occupational Medicine of Ireland for inviting me to give the third James Smiley lecture and those who helped in its preparation, particularly Drs Anne Cockcroft, Neil Andersson, co-author of Occupational Epidemiology in Developing Countries, Hugh Markowe, Finn Diderichsen for permission to quote from an unpublished paper, and members of my family.
